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World No-Tobacco Day — May 31, 2000 


May 31 is Worid No-Tobacco Day {‘WNTD) 2000. This year’s theme 
Y 


Entertainment 
and Tobacco Promotion—Countering the Deception,” 


intends to raise awareness of the 
tobacco industry's global marketing practices and to mobilize action to counter the 
industry's recruitment of new customers through glamorizing tobacco use in films, mu 
sic, art, and sports. Worldwide, tobacco use will cause an estimated 10 million deaths 
annually by 2030 (7). Each day, the tobacco industry must recruit 11,000 new users to 
replace smokers who die (2) 

To build global support for tobacco-control measures, the World Health Organization 
(WHO) has developed the “Tobacco Kills—Don’t Be Duped 
includes distribution of 
products with the “Bob” FIGURE 1. “Bob” from “Don’t Be Duped,” No-Tobacco Day 
image (Figure 1), public Message, 2000 
service announcements 
featuring a super model 
and pop group, and a 
video with entertainers, 
artists, and sports figures 
endorsing antitobacco 
messages. Local and re 
gional WNTD events will 
take place around the 
world, especially in coun 
tries where tobacco mar 
keting remains largely 
unregulated 

Additional informa 


tion about World No-Tobacco Day 2000 is availabie at WHO’s World-Wide Web site, 
http://www.who.int/toh/media/wntd2000/wntd2000.htm*, and at CDC’s Office on Smok 
ing and Health, National Center for Chronic Disease Prevention and Health Promotion 
site, http://www.cdc.gov/tobacco, or telephone (800) 232-1311 
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Prevalence of Cigarette Smoking Among Secondary School Students — 
Budapest, Hungary, 1995 and 1999 


The average per capita cigarette consumption in Hungary is among the highest in the 
world (World Health Organization [WHO], unpublished data, 1997) (7). In 1999, the Met 
ropolitan Institute of State Public Health and Public Health Officer Service, Budapest, 
Hungary, collaborating with CDC, conducted a survey of cigarette smoking among sec 
ondary school students aged 14-18 years in Budapest (1999 population of Budapest: 
approximately 2 million), similar to a survey conducted in 1995 (2). This report summa- 
rizes the survey findings, which indicate that current smoking among secondary school 
students in Budapest increased from 36% in 1995 to 46% in 1999. 

The objective of the 1999 survey was to compare changes that had occurred since 
the 1995 survey in the prevalence of current* cigarette smoking, in the factors associ 
ated with current cigarette smoking, and in the smoking behaviors of current cigarette 
smokers (i.e., number of cigarettes smoked per day and number of days smoking oc 
curred on school property). Among the 80,352 secondary school students in Budapest in 
1999, 67,253 attended traditional high schools and 13,099 attended vocational/technical 
schools. Of 222 secondary schools (grades 9-12), 21 traditional high schools and nine 
vocational/technical schools were selected with a probability proportional to enrollment 
size. Classrooms in the 30 schools were selected randomly. All selected schools and 
classrooms agreed to participate, and all students in the selected classrooms were eli 
gible to participate. 

From March through May 1999, 2615 (85%) of 3092 eligible students’ completed a 
pretested, standardized questionnaire that included questions about tobacco use trans- 
lated from the U.S. Youth Risk Behavior Survey (3). Of the 2615 completed surveys, 
2434 (93%) were from students aged 14-18 years; 24 (<1.0%) were age 14 years, a 
number too small for meaningful analysis. Therefore, analysis of data from 1999 was 
limited to students aged 15-18 years. The 1995 data for students aged 15-18 years were 
compared with 1999 data using Epi Info version 6.0. Prevalence odds ratios (POR)* and 
95% confidence intervals (CIs) were calculated using CSAMPLE to account for the com 
plex survey design (4). 

Among the 2410 students, 1148 (46.0%) (95% Cl=42.4%-49.5%) reported current 
smoking (Table 1). Prevalence of current smoking among male and female students was 
similar (44.9% and 46.9%, respectively) (POR=0.9; 95% Cl=0.8-1.1). Students aged 18 
years were more likely to be current smokers than students aged 15 years (51.8% and 
37.2%, respectively) (POR=1.8; 95% Cl=1.3-2.6). Prevalence of current smoking was 
higher among vocational/technical students than traditional high school students (60.2% 
and 43.1%, respectively) (POR=2.0; 95% Cl=1.5-2.6); among students whose friends 
smoked than those whose friends did not smoke (51.9% and 5.2%, respectively) 
(POR=19.5; 95% Ci=9.8-38.9); among students who reported that they had seen a teacher 
smoking during the school year than those who had not seen a teacher smoking (47.2% 
and 35.8%, respectively) (POR=1.6; 95% Cl=1.4—1.9); and among students with a family 
member who smoked than students whose family members did not smoke (51.9% and 
36.6%, respectively) (POR=1.9; 95% Cl=1.5-2.3). The prevalence of current smoking was 


*Smoked on at least 1 day during the 30 days preceding the survey. 

‘350 were absent; 127 refused to participate 

‘Used to calculate odds ratios from cross-sectional data; an odds ratio from studies of 
prevalent rather than incident cases 
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TABLE 1. Number and percentage of current* smokers among secondary school 


students aged 15-18 years, by selected characteristics — Budapest, Hungary, 
1995 and 1999 





Current smokers 


1999 1995' 
Characteristic Sample size‘ % (95% Cl‘) : (95% Ci) 


Sex 











School type 


ocational/Te 


V 
| 


raditional 
high school 171 13 43.1 39.0-47.3 31.5 (27.1-36.0 
Total 0 (42.4—49.5) (32.0-39.8) 
*Smoked a cigarette ng 30 days 

Reference 2. The survey consis 42 students who indi 


smokers aged 





ated that 


For some (¢ 
data 


Confidence interval 


similar among students who discussed issues related to smoking and health in any of 
their classes and those who did not receive such instruction (44.8% and 48.6%, respec 
tively) (POR=0.9; 95% Cl=0.7-1.1). Among students who were current smokers, 23.59 
smoked >11 cigarettes on the days that they smoked, 46.7% smoked daily, and 36.9% 
smoked on school property on >10 days during the preceding month 

From 1995 to 1999, current smoking increased among female students (35.2% ver 
sus 46.9%), 17-year-old students (39.4% versus 49.4%), 10th graders (32.8% versus 
45.5%), and traditional high school students (31.5% versus 43.1%). Although the preva 
lence of daily smoking was similar among male and female students in 1999 (46.2% and 
46.4%, respectively), daily smoking among female students increased from 32% in 1995 
while the rate for male students remained stable. The percentage of secondary school 
students in Budapest who smoked >11 cigarettes per day during the preceding month 
increased from 1995 to 1999 (Table 2). 
Reported by: E Kiss, MD, Div of Health Promotion and Protection; F Ferenczi, E Végh, MD, Dept 
of Child and Youth Health, Div of Health Promotion and Protection; K Lun, MD, Metropolitan 
Institute of State Public Health and Public Health Officer Svc, Budapest, Republic of Hungary 
Epidemiology 8r, Office on Smoking and Health, National Center for Chronic Disease Preven 
tion and Health Promotion; and an EIS Officer, CDC 
Editorial Note: The survey findings indicate that the prevalence of current cigarette 
smoking among secondary school students aged 15-18 years in Budapest increased 
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TABLE 2. Number and percentage of secondary school students aged 15-18 years 
who were current* smokers, by selected characteristics — Budapest, Hungary, 
1995 and 1999" 





Current smokers 
1999 1995° 
Characteristic (%) (95%Ci**) (%) (95%Cl) 
No. cigarettes smoked per day 
1 5 € 16.1-23.4) 
2-10 629 52.8-60.7 
11 294 5 20.9-26.2 
No. days used per month 
1-2 12.9-19.3) 
3-9 5 (12.0-17.2) 
10-29 22.€ 20.2-25.0) 
30 ] (42.6-50.7) 
No. days used on school property 
per month 











(37.6-48.8 
6.5-10.9) 
( 8.3-14.0) 
10 4 (33.4-40.5) 
* Smoked a cigarette on at least 1 day of the preceding 30 dz 
n=1148 
Reference 2. The survey consisted of 942 students who indicated that th 
years 
* For each characteristic, the sample size does not equal a 
*Confidence interval 





ey were 


ise of missing data 


significantly from 1995 to 1999. In 1999, the prevalence of current smoking among 
adolescents aged 15 years was 37.2%. This finding is consistent with smoking rates 
among adolescents aged 13-15 years during 1999 in the Russian Federation, Moscow, 
where 33.4% were current smokers (5). The estimated 46% smoking prevalence for 
students in Budapest in 1999 is higher than the estimated 28.4% prevalence for U.S. 
high school students (grades 9-12) who participated in the 1999 National Youth Tobacco 
Survey (6). 

In 1999, the Hungarian Parliament passed stronger legislation to enforce restrictions 
on smoking in the workplace and other public places. However, factors that may have 
contributed to the increased prevalence of smoking among youth in Budapest include a 
lack of regulation of the sale of cigarettes to minors until 1999 (T. Szilagyi, Health 21 
Hungarian Foundation, personal communication, 2000), fewer advertising restrictions 
since 1997, free distribution of cigarette samples, weak health warnings, availability of 
contraband cigarettes, low fines for advertising violations, and lack of enforcement of 
existing regulations (7). 

The findings in this report are subject to at least one important limitation. These data 
apply only to youth who attended secondary school and are not representative of all 
persons in this age group (e.g., secondary school students who dropped out and 
approximately 80% of gypsy children who do not attend secondary school) (7). 

To better understand increasing prevalence rates of smoking among youth in 
Budapest and other central and eastern European countries, national health agencies 
must expand and evaluate tobacco prevention efforts and continue surveillance of trends 
in tobacco use among youth. The Global Youth Tobacco Survey (GYTS), sponsored by 
WHO's Tobacco Free Initiative (8 ) and CDC, will be conducted in Budapest by the end of 
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2000 and throughout Hungary in 2001. GYTS will evaluate a wide range of variables, 
including knowledge and attitudes about tobacco, exposure to environmental tobacco 
smoke, familiarity with prosmoking and antismoking media messages, and exposure to 
tobacco-use prevention curricula in schools. These efforts, along with Hungary's devel 
opment of a plan for tobacco control as part of the Framework Convention on Tobacco 
Control (8), are important steps in curbing the increase in smoking among secondary 
school students in Hungary. 
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Costs of Smoking Among Active Duty U.S. Air Force Personnel — 
United States, 1997 


Smoking is the leading cause of preventable disease and death in the United States 
(7). The health consequences of smoking impose a substantial economic toll on persons, 
employers, and society. Smoking accounts for $50-$73 billion in annual medical-care 
expenditures, or 6%-12% of all U.S. medical costs (2-5 ). The costs associated with lost 
productivity also are extensive (2). In 1997, approximately 25% of male and 27% of 
female active duty Air Force (ADAF) personnel aged 17-64 years were smokers (6). A 
1997 retrospective cohort study was conducted among ADAF personnel to estimate the 
short-term medical and lost productivity costs of current smoking to the U.S. Air Force 
(USAF). This report summarizes the results of the study, which indicate that current 
smoking costs the USAF approximately $107.2 million per year: $20 million from medi 
cal-care expenditures and $87 million from lost workdays 

Study participants completed a health assessment survey and were followed for 
1 year; then researchers calculated participants’ use of medical care and health-related 
lost work time (i.e., time spent on smoke breaks, days spent in the hospital, and time 
away from duty station for outpatient clinic visits). Total expenditures among current 
smokers and never smokers were used to compute population-attributable fractions 
(PAFs) (i.e., the fraction of expenditures attributable to ADAF members who currently 
smoked). Data were collected from 5164 active duty TRICARE Prime enrollees aged 
17-64 years in Arkansas, Louisiana, Oklahoma, and Texas who completed the Health 
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Enrollment Assessment Review (HEAR) survey during September—December 1996, and 
who remained enrolled in the health plan the year following the HEAR survey. The HEAR 
instrument is a voluntary survey given to all TRICARE Prime enrollees. Self-reported 
demographic data were obtained by written questionnaires from the Air Force person- 
nel system; smoking status, weekly alcohol consumption, frequency of aerobic exercise, 
and body mass index data also were obtained through self-administered questionnaires 
from HEAR (Table 1) (7). Respondents were classified as current, former, or never smok- 
ers*. Results for former smokers were not included in this study. Inpatient and outpatient 
visits, clinical diagnoses, bed days, and encounter costs were obtained from the Corpo- 
rate Executive Information System (CEIS) and the TRICARE Management Activity. Preva- 
lence estimates of all currently smoking ADAF personnel during 1997 were based on a 
linear interpolation of results from the 1995 and 1998 U.S. Department of Defense (DoD) 
Survey of Health Related Behaviors Among Military Personnel’ (6-8 ). Prevalence esti- 
mates in the DoD survey were 22% and 49% higher than HEAR among men and women, 
respectively. The DoD survey of risk behaviors is anonymous and is assumed to reflect 
current smoking in the ADAF population more accurately than the HEAR survey, which is 
not anonymous. 


*HEAR defined current smokers as those who, at the time of the interview, smoked cigarettes 
every day or some days, and former smokers as those who currently did not smoke but had 
smoked in the past 
The DoD survey defined current smokers as those who had smoked >100 cigarettes during 
their lifetime and smoked within the 30 days preceding the survey, former smokers as those 
who had smoked 2>100 cigarettes during their lifetime but had not smoked within the 30 
days preceding the survey, and never smokers as those who had smoked <100 cigarettes 
during their lifetime 


TABLE 1. Characteristics of study cohort and all active duty Air Force (ADAF) 
personnel and current smoking-attributable costs among ADAF personnel — 
United States, 1997* 





Men Women 
Characteristic All Cohort All 


Age (yrs)' 30.4 30.9 28.2 
Race 
White ) 78.4% 62.1% 67.7% 
Black 6 13.5% 18.0% 22.8% 
Other 8.1% 19.9% 9.5% 
Current smoker % 25.5% 18.0% 26.8% 
Type of cost! 
Smoking-attributable 
direct medical costs $18,442,979 $1,655,360 $20,098,339 
Smoking-attributable 
expenditures 7.7% 1.5% 5.8% 
Smoking-attributable 
productivity** costs $75,989,629 $11,153,087 $87,142,716 
Lost FTEs" 2,957 615 3,573 
* Age and race data for all ADAF personnel supplied by Air Force Personnel Center, Randolph 
Air Force Base, Texas. 
‘Mean. 
Includes Hispanics, Asians/Pacific Islanders, and American Indians/Alaska Natives. 


‘Based on 1995 and 1998 ADAF estimates from the U.S. Department of Defense Survey of 
Health Related Behaviors Among Military Personnel. 


**Time lost spent on breaks, days spent in the hospital, and time away from duty station for 
outpatient clinic visits. 


" Full-time equivalents (i.e., the amount of time worked by one ADAF member in 1 year). 
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workdays: 739,374 among men and 153,755 amo women. Assuming 250 workdays 


per year, this lost work time represents a loss of approximately 3573 full-time equivalent 


positions (FTEs) in 1997: 2957 among men and 615 among women. Lost workdays repre 
sent approximately $87 million in annual productivi illion among men and 
$11 million among women 
1d by: AS Robb 
Heaitn ovcs 

Base, Texas. Office on Smo 
and Health Promotion, CDC 
Editorial Note: Current smoking among ADAF personnel is associated with large medical 
expenditures and lost productivity each year, particularly among men. The 6% SAF of 
medical expenditures is within the 6%-12% range of recent SAF estimates of total U.S 
medical costs (2-5 ). DoD estimated that current smoking among all U.S. military health 
system beneficiaries cost the DoD an estimated $930 million in 1995: $584 million in 
annual health care expenditures and $346 million in lost productivity (9 ). Among ADAF 
personnel, smoking-attributable productivity losses were more than four times the cost 
of medical care: 6.7 times among women and 4.1 times among men. The number of lost 
FTEs is larger than the number of FTEs on active duty at 35 (40%) of 87 USAF installations 

The findings in this report differ from previous cost-of-smoking estimates because 
the study population in this report excludes persons aged >65 years; the costs for former 
smokers were excluded. Consequently, medical costs among this younger population 
are a much smaller percentage of total smoking-attributable costs than in other studies 
(2,3). The exclusion of results for former smokers also lowers the costs of smoking 
estimates for women compared with men. Pregnancy-related events were a large por 
tion of health-care use among ADAF women. Because a substantial proportion of women 
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quit smoking during pregnancy and many others conceal their smoking status during 
pregnancy (70), the SAEs PAFs among women who are classified as current smokers 
may be artificially low; this may account for the lower costs of smoking for women 
relative to men. In 1993, smoking-attributable medical costs for the United States were 
approximately 51% lower for women than men (4). 

The findings in this report are subject to at least four limitations. First, the study cohort 
may not be representative of all ADAF personnel. Second, study participants knew their 
HEAR survey responses would become part of their medical record. This might have 
reduced the rate of self-reported smoking and other risk behaviors when compared with 
anonymous ADAF surveys (6-8 ); however, anonymity may be only one factor infiuenc 
ing differences in reported risk behaviors. Third, the medical-care costs and productivity 
losses of former smokers were not included. Finally, the study excluded lost productivity 
on days that ADAF personnel were on convalescent leave or confined to quarters; a 
large number of work days may have been missed because of less severe illnesses that 
did not require hospitalization. Limitations two, three, and four may underestimate the 
costs of smoking among ADAF personnel. 

These results support USAF and DoD efforts to decrease the prevalence of smoking 
among ADAF personnel. Smoking-attributable lost work time is particularly important 
for USAF operational commanders because it adversely affects military readiness; how- 
ever, the impact of smoking on productivity also is relevant to civilian employers. The 
prevalence of smoking among ADAF members is approximately the same as among the 
U.S. population aged 18-64 years (7). However, because of physical training require 
ments, smokers in the ADAF population are probably healthier than smokers in the 


civilian population. If so, average productivity losses to civilian employers could be larger 
than those found in this military group. Costs related to tobacco use are largely prevent 
able. Implementing comprehensive tobacco-control programs remains an effective way 
to reduce associated medical and productivity losses. 
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Progress Toward Poliomyelitis Eradication — 
African Region, 1999—March 2000 


In 1988, the World Health Assembly resolved to eradicate poliomyelitis globally by 
2000 (7). The African Region (AFR) of the World Health Organization (WHO) began 
implementing polio eradication strategies in 1996, including National Immunization Days 
(NIDs*) and acute flaccid paralysis (AFP) surveillance (2.3). This report summarizes 
progress toward polio eradication in AFR during 1999-March 2000, and suggests that 
although substantial progress has been reported toward interrupting poliovirus trans 
mission in eastern and southern Africa, poliovirus remains endemic in other African 
countries in west and central Africa, especially among those experiencing internal strife 
or civil war. 


Routine vaccination 


AFR includes 48 countries and territories and is divided geographically into five major 
epidemiologic blocks: eastern, western, southern, central, and countries in special situa 
tions. Reported regional coverage with three doses of oral poliovirus vaccine (OPV3) 
among children aged 1 year was approximately 55% in 1999 and has remained rela 
tively stable since 1990. OPV3 coverage by country ranged from 65%-75% in the east 
ern and southern blocks, 50%-—55% in the western block, and approximately 40% in the 
central block. Coverage was lower (approximately 30%) among countries in difficult 
circumstances (e.g., Angola, Democratic Republic of Congo [DR Congo], and Ethiopia) 


Supplemental vaccination 

From January 1999 through March 2000, two or more rounds of NIDs or Subnational 
Immunization Days (SNIDs) were conducted in all 35 (73%) countries and territories of 
the region where polio is either endemic (20 countries) or was considered endemic until 
recently (15). An estimated 133 million children received at least two supplemental 
doses of OPV during 1999, representing a 50% increase over the number of children 
reached in similar campaigns in 1998. NIDs coverage was reported to be >80% in all 
countries, with the exception of Sierra Leone (76%) and Congo Brazzaville (55%). Coun 
tries conducting SNIDs (predominantly eastern and southern block countries) reported 
coverage >80%. 

To accelerate progress toward eradication, intensified NIDs were conducted in nine 
countries in the region (Angola, Benin, Chad, DR Congo, Guinea-Bissau, Liberia, Niger, 
Nigeria, and Sierra Leone) during 1999. Intensified NIDs consisted of either additional 
rounds or administering the vaccine house-to house. DR Congo conducted three rounds 
of NiDs during July-September 1999 and reported coverage rates of 81%, 91%, and 
80% for the first, second, and third rounds, respectively (4). Nigeria targeted 13 million 
children residing in 15 (35%) of 37 states during April-May 1999; all OPV doses were 


*Nationwide mass campaigns over a short period (days to weeks), in which two doses of oral 
poliovirus vaccine are administered to all children in the target age group (usually aged 
<5 years), regardless of vaccination history, with an interval of 4-6 weeks between doses. 
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administered in house-to-house vaccination campaigns. This effort reached 10%-40% 
more children in each state than had been reported from previous NID rounds (5). SNIDs 
also were conducted in the capitals of Central African Republic (Bangui) and Burkina 
Faso (Ouagadougou) in May and June 1999. 


AFP surveillance 

AFP surveillance improved rapidly in AFR during 1999; 4999 AFP cases were re 
ported in 1999 compared with 1754 in 1998, an increase of nearly 200%. The nonpolio 
AFP rate more than doubled from 0.3 cases per 100,000 children aged <15 years in 1998 
to 0.8 in 1999 (target: >1 nonpolio AFP case per 100,000 population aged <15 years) 
(Table 1). However, the proportion of AFP cases with two stool specimens collected 
within 14 days of onset of paralysis declined from 35% in 1998 to 31% in 1999. Of the 
15 polio laboratories in the region, 13 were accredited during 1999, and all stool speci- 
mens were processed in accredited network laboratories. 


Impact on poliovirus transmission 
In 1999, wild poliovirus was isolated from 238 AFP case-patients residing in 16 AFR 


countries, mainly in central and western Africa and Angola (Figure 1). Angola experi- 
enced the largest polio outbreak ever recorded in Africa with 1093 cases and 89 deaths 


FIGURE 1. Reported wild poliovirus — African Region, World Health Organization, 1999 
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TABLE 1. Performance indicators for acute flaccid paralysis (AFP) surveillance, by 
country — African Region, World Health Organization, 1998 and 1999 
1998 1999 


% a, 








° 
Cases with Confirmed Cases with Confirmed 
Block/ No Nonpolio adequate polio No Nonpolio adequate polio 
Country AFP cases AFP rate* specimens’ (Wild virus) AFP cases AFP rate specimens (Wild virus) 
Central 
Cameroon 0.4 
C. African 
Republic 
Chad 
Congo 
Equitorial Guinez 
Gabon 
Western 
Algeria 
Benin 
Burkina Faso 
Gambia 
Ghana 


Guinea 





Guinea-Bissau 
Coté d'Ivoire 
Liberia 
Mal 
Mauritania 
Niger 
Senegal 
Sierra Leone 
Togo 
Southern 
Botswana 
Lesotho 
Madagascar 
Malaw 
Mozambique 
Namibia 
South Africa 
Swaziland 
Zimbabwe 
Eastern 
Burundi 
Eritrea 
Kenya 
Rwanda 
Tanzania 
Uganda 
Zambia 
Special Situation 
Angola 16 0 Pie 1 y ] 1103 | 
DR Congo 21 0.1 5 C 0 0 43 45 
Ethiopia 63 0.1 . 55 (0 1 24 132( 1 
Nigeria 489 0.4 g 312 (42 0.5 26 981( 95) 
Total 1754 0.3 Y 993 (96) 4999 0.8 31% 2856 (238) 
* Per 100,000 children aged <15 years 


Two stool specimens collected at an interval of at least 24 hours within 14 
adequately shipped to the laboratory 





days of onset of paralysis and 
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(6). Wild poliovirus circulation was detected in stool specimens from AFP cases in Nige- 
ria (95), Angola (53), Chad (35), Liberia (11), Niger (10), Coté d'Ivoire (nine), and Benin 
(eight). Wild poliovirus also was detected in Cameroon, Central African Republic, DR 
Congo, Ethiopia, Ghana, Guinea, Mali, Sierra Leone, and Togo. No wild poliovirus was 
detected in southern Africa. 

Reported by: Expanded Program on Immunization, World Health Organization Regional Office 
for Africa, Harare, Zimbabwe; Vaccines and Biologicals Div, World Health Organization, Geneva, 
Switzerland. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National 
Center for Infectious Diseases; Vaccine Preventable Disease Eradication Div, National Immuni 
zation Program, CDC. 

Editorial Note: Intensified efforts to achieve polio eradication were implemented in the 
remaining countries of AFR where polio is endemic during 1999. Specific actions to 
improve the quality of supplemental vaccination campaigns (NIDs and SNIDs) included 
1) intensified NIDs using the house-to-house strategy; 2) increased provision of technical 
assistance (e.g., logisticians, epidemiologists, and social mobilization experts); 
3) dissemination of guidelines to achieve quality NIDs; and 4) synchronization of NIDs 
among countries having contiguous borders, including special cross-border coordination 
strategies. In addition, SNIDs were implemented in at least two countries, and special 
attention was given to improving the quality and geographic coverage of AFP 
surveillance. 

Serious constraints to improving the quality and the geographic coverage of NIDs 
persisted in 1999. Wars, civil unrest, and political instability made it impossible to reach 
all unvaccinated children in certain countries during NIDs (Angola, Congo Brazzaville, DR 
Congo, Nigeria, and Sierra Leone). In October and November of 1999, the global shortfall 
in the OPV supply made it necessary to postpone NIDs in Burknia Faso, Chad, Ghana, 
Kenya, Niger, Sierra Leone, and Togo. In addition, some countries received OPV without 
vaccine vial monitors. 

Although AFP surveillance has improved substantially from 1998 to 1999, further 
improvements are needed to increase the nonpolio AFP rate from 0.8 to the standard 
threshold of =1.0, indicating a sensitive surveillance system. The stool collection rate 
remains low in AFR. Although some of the decrease in the collection rate during 1998- 
1999 may be because not all cases associated with the 1999 Angola outbreak needed to 
be virologically confirmed, stool collection rates in the region did not increase in 1999. 

Wild poliovirus is assumed to circulate in Sierra Leone and Congo Brazzaville, but 
surveillance was not operating for most of 1999 in these countries. In addition, the quality 
of surveillance is inadequate to determine whether wild poliovirus transmission contin- 
ues in Madagascar, Malawi, and Mozambique. These three countries have low routine 
vaccination coverage and no longer conduct supplementary vaccination activities. 

Efforts to improve the quality of AFP surveillance in 1999 and early 2000 include 
1) increased funding for AFP surveillance; 2) expansion of active surveillance to the 
provincial level; and 3) provision of additional technical support for AFP surveillance 
through the Stop Transmission of Polio (STOP) Initiative in Chad, DR Congo, Ghana, 
Guinea, Kenya, Niger, Nigeria, and Uganda. 

Although indigenous wild poliovirus is virtually absent in southern and eastern Africa 
and wild poliovirus circulation has declined to low levels in the some parts of west Africa, 
countries with intense circulation of wild poliovirus, including Angola, Chad, DR Congo, 
Ethiopia, Nigeria, and Sierra Leone, pose a risk for delaying global polio eradication. The 
remaining major challenges to polio eradication in AFR are 1) conducting high-quality 
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supplemental vaccination activities and additional rounds and mopping-up activities 
where indicated, with emphasis on reaching previously unvaccinated children; 2) gaining 
access to all children in countries affected by conflict (e.g., Angola, Congo Brazzaville, DR 
Congo, and Sierra Leone); 3) assuring adequate quantities of potent OPV vaccines for 
routine and supplemental vaccination activities; 4) addressing basic routine EPI 
infrastructure in Angola, DR Congo, Liberia, Nigeria, and Sierra Leone; 5) filling the 
shortfall in funding' for polio eradication in AFR; and 6) rapidly improving the quality of 
AFP surveillance 
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Notice to Readers 


Satellite Broadcast on Preparing for the Next Influenza Pandemic 


A Public Health Training Network (PHTN) satellite broadcast titled “Update: Preparing 
for the Next Influenza Pandemic,” is scheduled for July 13, 2000, from 9 to 11 a.m. and 
rebroadcast from 1 to 3 p.m. eastern time. This broadcast will update local, state, and 
national plans; describe the integration of local, state, and federal partners in pandemic 
influenza planning; and describe roles for antiviral drug use and triage and infection 
control measures. Additional information is available on the World-Wide Web at http: 
www.cdc.gov/phtn/pandemic/pandemicfiu.htm, by telephone at (404) 639-8799, or by 
e-mail at cwilkins@cdc.gov. This program is a production of the PHTN and CDC’s National 
Immunization Program and National Vaccine Program Office. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending May 20, 2000, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending May 20, 2000 (20th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending May 20, 2000, and May 22, 1999 (20th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 20, 2000, and May 22, 1999 (20th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 20, 2000, and May 22, 1999 (20th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 20, 2000, and May 22, 1999 (20th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 20, 2000, 
and May 22, 1999 (20th Week) 
H. influenzae Hepatitis (Viral), By Type Measles (Rubeola) 
Invasive A B Indigenous imported* Total 
Cum Cum Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2000° 1999 2000 1999 2000 1999 2000 2000 2000 2000 2000 1999 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 20, 2000, 
and May 22, 1999 (20th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
May 20, 2000 (20th Week) 
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